Improved survival of very pre-term infants is a result of advances in obstetric and neonatal medicine. To provide relevant data for a Northern Ireland population group, we evaluated mortality and morbidity of extremely low birthweight (ELBW; <1000 g) infants from a tertiary referral neonatal unit. Seventy-seven ELBW infants were admitted on the first day of life during the period April 1990 to April 1992. Mean (SD) gestational age (GA) was 26.2 (2.1) weeks and birthweight (BW) was 781 (132) g. The degree of severity of initial illness was high, with a mean (SD) CRIB (clinical risk index for babies) score of 7.4 (4.2). Fifty (65%) babies survived, being discharged home at a mean (SD) age of 95 (34) days. Survivors were more likely to have received maternal steroid therapy or been born in this hospital. Ten (20%) of the survivors had evidence of severe neonatal brain injury on cranial ultrasonography -Papile grade 3 or 4 intraventricular haemorrhage (IVH) or periventricular leucomalacia (PVL). Survival rate of ELBW infants without severe brain injury was 54% overall; this ranged from 0% in ELBW infants born at 23 weeks GA and 33% at 24 weeks GA to 85% at 27 weeks GA.
INTRODUCTION
There have been great improvements in the survival of tiny babies in the last decade. These have been due to advances in obstetrical management such as the use of tocolytic agents to prevent pre-term birth' and the use of antenatal corticosteroids to increase maturity offetal lungs,2 and in neonatal intensive care, such as surfactant replacement therapy.3 However, our goal is not survival at all costs, but rather the highest quality of survival. Studies of neonatal outcome for tiny babies have been reported from geographical regions4'5 or from tertiary referral hospitals.6'7 Some have only been of ELBW infants,6 others have been of babies born at less than a defined gestational age.5' 7 Some have excluded babies born <500 g,6 others have excluded babies transferred for intensive care after initial resuscitation elsewhere. 7 To provide comparative data, the aim of this descriptive study is to provide information on mortality and morbidity in ELBW infants surviving to neonatal unit admission from a Northern Ireland population in the 1990s. This information will aid the counselling of parents at risk of having a tiny pre-term baby.
METHODS
Detailed prospective records were maintained on all 77 ELBW infants admitted to a regional neonatal intensive care unit (NICU) from April 1990 to April 1992. Babies who died in the labour ward or who were transferred to our NICU later than the first day of postnatal life were excluded from this study. Gestational age was estimated from the date of the last menstrual period, fetal ultrasonography, and physical examination of the baby. 8 at 24 weeks GA. We and others7 suggest that aggressive resuscitation should only be provided after mature discussion among physicians and parents of babies at the current limit of viability -that is < 500 g BW and < 24 weeks gestation. Survival of ELBW infants of <25 weeks gestation should be closely monitored, both in terms of early and longterm outcome.'9 Longterm outcome is being monitored for the surviving ELBW infants in this study and we will report results of their neurodevelopment, growth and medical problems in early childhood.
